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SAMPLE

TYPE
OR PRINT

IN
PERMANENT

INK

KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
Office of Health Care Information

Curtis State Office Building, Suite 130
1000 SW Jackson

Topeka, Kansas 66612-1354
785-296-8627

REPORT OF INDUCED TERMINATION OF PREGNANCY STATE FILE NUMBER        

INSTRUCTIONS
SEE

HANDBOOK

1. PROVIDER IDENTIFICATION CODE: 00000  
 

2.PATIENT’S IDENTIFICATION
  NUMBER

3.AGE LAST BIRTHDAY 4. MARRIED?

    Yes      No

5. DATE OF PREGNANCY TERMINATION

 

            Month   Day      Year

6a. RESIDENCE - STATE 6b. COUNTY 6c. CITY OR TOWN 6d. INSIDE CITY LIMITS?

                Yes         No

7. ANCESTRY--CUBAN,
MEXICAN, PUERTO-
RICAN, VIETNAMESE,
HMONG, ENGLISH,
GERMAN, ETC.

Specify              

8. RACE
1.     White

2.     Black

3.     Native American

4.     Other (Specify)
        _______________

9. EDUCATION
(Specify only highest grade completed)

Elementary/Secondary
(0-12)

College
(1-4 or 5 +)

10. DATE LAST 
NORMAL MENSES
BEGAN

 

 Month   Day      Year

11. CLINICAL
ESTIMATE OF
GESTATION
(Weeks) *

12. PREVIOUS PREGNANCIES (Complete Each Section)

LIVE BIRTHS 12c.PREVIOUS
    INDUCED
   ABORTIONS

12d. SPONTANEOUS
     TERMINATIONS
    (Miscarriages,
     Stillbirths)

12a.Now Living

Number ____

None  

12b.Now Dead

Number ____

None 
 

Number ____

None 

Number ____

None 

13. TERMINATION PROCEDURES

13a. PROCEDURE THAT TERMINATED TYPE OF TERMINATION PROCEDURES 13b. ADDITIONAL PROCEDURES
     PREGNANCY      USED FOR THIS

     TERMINATION, IF ANY

     (Check only one)   (Check all that apply)
. . . . . . . . . . . . . . . Suction Curettage . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Sharp Curettage . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Dilation & Evacuation . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Medical Procedure I (Mifepristone) . . . . . . . . . . .

. . . . . . . . . . . . . . . Medical Procedure II . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Intra-Uterine Prostaglandin Instillation . . . . . . . .

. . . . . . . . . . . . . . . Hysterotomy . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Hysterectomy . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Digoxin/Induction . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Partial Birth * 1 . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . Other Specify               . . . . . . . . . . . . . .

*If clinical estimate of gestational age is 22 weeks or more or a Partial Birth Procedure is performed
complete reverse side of form.
1 Partial Birth Procedure as defined by 1998 Supp KSA 65-6721.
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SAMPLE

COMPLETE THE FOLLOWING ITEMS ONLY IF THE CLINICAL ESTIMATE OF GESTATIONAL AGE IS 22
WEEKS OR MORE.

14. REASONS FOR DETERMINING GESTATIONAL AGE 22 WEEKS OR MORE

15a. WAS FETUS VIABLE?

G YES G NO

15b. REASONS FOR THE DETERMINATION.

COMPLETE 16a-c ONLY IF 15a IS YES

16a. WAS THIS ABORTION NECESSARY TO
(Check all that apply)
     

G PREVENT PATIENT’S DEATH
G PREVENT SUBSTANTIAL AND IRREVERSIBLE IMPAIRMENT OF A MAJOR BODILY FUNCTION

16b. REASONS FOR DETERMINATION

16c. BASIS FOR DETERMINATION

COMPLETE THE FOLLOWING ITEMS ONLY IF A PARTIAL BIRTH PROCEDURE WAS PERFORMED.

17a. WAS FETUS VIABLE?

G YES G NO

17b. REASONS FOR THE DETERMINATION

COMPLETE 18a-b ONLY IF 17a IS YES

18a. WAS THIS ABORTION NECESSARY TO
(Check all that apply)

G PREVENT PATIENT’S DEATH
G PREVENT SUBSTANTIAL AND IRREVERSIBLE IMPAIRMENT OF A MAJOR BODILY FUNCTION

IF SO, WAS THE IMPAIRMENT

G PHYSICAL
G MENTAL

18b. REASONS FOR DETERMINATION

VS-213
Rev. 12/2001
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TYPE
OR PRINT

IN
PERMANENT

INK
STATE FILE NUMBER

(Office Use Only)

KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT
Center for Health and Environmental Statistics

Office of Health Care Information
Curtis State Office Building
1000 SW Jackson, Suite 130
Topeka, Kansas   66612-1354

Ph 785-296-8627---Fax 785-368-7118

INDUCED TERMINATION OF PREGNANCY
PHYSICIAN’S REPORT ON NUMBER OF CERTIFICATIONS RECEIVED

PHYSICIAN IDENTIFICATION CODE:               

DATE REPORTED:
  Month Day Year

NUMBER OF CERTIFICATIONS RECEIVED: (Month Received from Patient)

JANUARY     MAY     SEPTEMBER     

FEBRUARY     JUNE     OCTOBER     

MARCH     JULY     NOVEMBER     

APRIL      AUGUST     DECEMBER     

Rev. 12/2001 vs214.frm

INSTRUCTIONS:  Please see sample provided.

PHYSICIAN IDENTIFICATION CODE:    This is the code used for the induced termination of pregnancy reporting
system.  Each physician must have his/her own identification number.  For this identification number, it is preferable to
continue to use the facility's identification number with the physician being coded with a letter after the number.  For
example:  Facility X's identification number is 23571.  Dr. Jones at facility X's identification number would be 23571A.
Other physicians' identification numbers would follow with increasing the alphabet--23571B, C etc.  For those facilities that
do not have a facility/physician identification number, please contact the Office of Health Care Information at the number
listed above.

DATE REPORTED:  Please put in a two-digit number for the month (01-12), a two digit number for the day (01-31) and
the four digit year (1999) in which the report is being completed.

NUMBER OF CERTIFICATIONS RECEIVED:  Please put the number of certifications performed corresponding to the
appropriate month. 

ACCORDING TO KSA 65-6709 (SUPP. 1997) THIS FORM NEEDS TO BE FILED MONTHLY WITH THE
KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT AT THE ADDRESS LISTED ABOVE.




















